THE REFORM OF POOR-LAW MEDICAL RELIEF.1 BY C. THACKRAY PARSONS, M.D. LOND., MEDICAL SUPERINTENDENT, FULHAM INFIRMARY. (TE first section of Dr. Parsons's paper was devoted to -showing how great a proportion of pauperism is due to physical and mental incapacity, as many as 60 per cent. of -the paupers under relief in England and Wales in January, 1908, having been found to be unable to earn their own living on that account. Besides those actually disabled by illhealth, those dependent upon them also became destitute -through their afflictions, which accounted for a great deal more of the total pauperism. Dr. Parsons proceeded to 'describe the various methods in which the Poor-law gives medical relief, and in speaking of the increasing number of paupers who are treated in institutions he mentioned that 10-38 per cent. of all the deaths in the country in 1908 occurred in workhouses and workhouse infirmaries as against .an average of 7' 67 in the decade [1893] [1894] [1895] [1896] [1897] [1898] [1899] [1900] [1901] [1902] . He continued as follows :-] ] It is obvious from a consideration of the effect sickness has in producing permanent incapacity and pauperism that it is to the interest of the community to ensure that medical relief, once it has been decided to give it, should be of such a character as to restore the individual as quickly as possible and as completely as possible to a wage-earning capacity.
Judged from this point of view, the medical relief provided by Poor-law authorities, both in rural and urban districts, and even in its best form, that of the separate infirmary, has many and most serious defects. Without wishing to minimise these defects in the slightest-and I shall return to fthem in detail shortly-it is only fair to point out that the Poor-law authority has made some attempt at least to make provision for the treatment of the sick poor in every parish throughout the length and breadth of England and Wales. In this respect it stands in happy contrast with the sanitary authorities, so many of whom have grossly neglected their duties in the cognate work of the prevention of sickness and of the treatment of infectious disease. It is a curious fact that the Minority Commissioners, in their 'trenchant criticism of the Poor-law medical system, have done less than justice to the boards of guardians, whilst they have praised altogether too highly the work of the sanitary authorities. It is unfair to compare the few energetic sanitary authorities not with the few and energetic Poor-law authorities, but with the general mass of them. ,Over half the superficial area of England and Wales the rural district councils are both sanitary and Poor-law authority. And, inefficientasis the provision these councils have made for 'their sick poor, they have neglected still more their sanitary work, and have made absolutely no provision for isolation hospitals for the treatment of patients suffering from infectious disease,2 obviously one of their most elementary duties.
But, what is even more extraordinary is that, -even in London and the large provincial towns where the public health service is most efficient, the sanitary authorities, with very few exceptions, have failed entirely to make any provision for the hospital treatment of phthisis, measles, whooping-cough, chicken-pox, puerperal fever, -epidemic diarrhoea, erysipelas, and venereal disease-infectious diseases which directly caused more than 13 per cent. of the total number of deaths in 1908. They have equally failed to provide for the treatment of such contagious diseases as ringworm, ophthalmia, and scabies. In the case of all these diseases practically the only provision made for isolation has been made by the Poor-law authority, and patients suffering from them are often sent into the infirmary simply to prevent the spread of the infection to others. In the case of whooping-cough, measles, epidemic -diarrhoea, and venereal diseases most sanitary authorities have not even taken the trouble to make them notifiable. Up to last year the same statement would have been true of phthisis, and it is inteiesting to note that long before most sanitary authorities interested themselves in phthisis, the medical officers of Fulharn, St. Marylebone, and other London infirmaries were isolating their phthisical cases, and issuing leaflets to them, laying stress upon the infectiousness of the disease, the necessity of fresh air for its treatment, and the best methods to prevent the spread of the infection. Another curious fact is, that the authority which has dealt most efficiently with the hospital treatment of scarlet fever, diphtheria, enteric fever, ringworm, and ophthalmia, and the methods and hospitals of which have formed models for sanitary authorities to copy-viz., the Metropolitan Asylums Board-is a Poor-law authority. It is quite incorrect therefore to say, as the Minority Commissioners do, that the Poor-law medical service takes no thought for the prevention of disease. Even the ordinary clinical work of the Poor-law is in one sense preventive. The treatment of rheumatic fever, and the operative treatment of adenoids, varicose veins, and hernia-to take only a few examples-are directed as much to the prevention of future incapacity as to the relief of present suffering. It is unnecessary to labour the point further, and to draw attention to the gross neglect of sanitary authorities to carry out the duties laid upon them by the various Acts dealing with public health, or to the annual complaints in the report of the medical officer of the Local Government Board of the neglect of sanitary matters on the part of sanirary authorities and their officers, or to the inefficiency which springs from the fact that most medical officers of health are dismissible at the will of the local authority, a disability which does not apply to the Poor-law medical officer.
Enough has been said to show that, with all its defects, the medical work of boards of guardians is better provided for and carried out than the medical work of sanitary authorities.
Nevertheless, the defects of the Poor-law medical service are many and grave. Firstly, both the Majority and Minority Reports draw attention to the fact that in too many cases patients do not seek or do not obtain medical relief until they have reached a stage when cure can no longer be expected. Many of the chronic cases in infirmaries and workhouses, now a permanent charge upon the community, might have been restored to a wage-earning capacity if they had received efficient medical treatment in the early stages of their illness.
Secondly, the service suffers from the fact that it is underpaid and understaffed. Several of the witnesses before the Royal Commission laid stress upon this. Mr. A. Fuller in his evidence says : " It is undeniable that the majority of medical officers, in or outdoor, are paid salaries miserably inadequate." 3 . Thirdly, the provision for the institutional treatment of the sick is often insufficient for their proper treatment. It will be convenient to consider this provision, firstly, in the small rural workhouses, and secondly, in the larger workhouses and separate infirmaries.
The provision for the sick in many of the rural workhouses seems to be extremely bad. Dr. J. C. McVail visited 16 such workhouses for the Royal Commission on the Poor-laws, and his report is a grave indictment of the condition of things he found in them. How many of the -ick in workhouses are being treated under the unsatisfactory conditions he describes it is impossible to say. In 11 of 34 sick wards in rural workhouses he found the cubic space per bed definitely JOWH than the already low standards prescribed by the Local Government Board; in one case the allowance was only 269 cubic feet per bed.
In at least 5 out of 14 rural workhouses the hot-water supply was more or less defective, a state of things which renders the proper administration of sick wards practically impossible. In other cases the arrangements for bathing and ventilation were inadequate or inconvenient.
The most serious complaint against these rural workhouses depends, however, upon the inadequacy of the arrangements made for the medical treatment and nursing of the sick. The medical work is performed by a visiting medical officer, who, as in the case of the district medical officers, is usually underpaid, and has to provide all the drugs he uses out of his already inadequate salary. Dr. McVail points out that there is no provision of medical appliances or of instruments or appliances for operations in these workhouses. 4 The natural result here, as in the case of the district medical officer, is, according two the evidence given by the Local Government Board inspectors and others, that the sick P inmates do not receive the medical supervision and treatn ment which they require. Dr. McVail states that the nursing staff was insufficient in the majority of the rural workhouses he visited. z3 This statement is borne out by the evidence and reports of the Local Government Board inspectors. The serious nature of this condition of things is enhanced by the fact that in most of these rural districts no provision for the isolation of infectious cases has been made, and the provision of voluntary hospitals is quite inadequate. The Minority Commissioners say that this state of affairs, with its attendant preventable suffering and its potentialities for the creation of permanent incapacity and pauperism, exists over nearly half the superficial area of England and Wales. 0 C In some urban districts the condition of the sick wards in 1< the workhouses is very little, if any, better than that of those I in rural districts. Taken as a whole, however, there is a very great improvement, which reaches its highest development in S the separate infirmaries of London and a few provincial V towns. These separate infirmaries are so important a develop-I ment, hold out so much promise of good, and present so many F points for criticism, that it will be necessary to consider them 1 in some detail. In some of them the arrangement and equipment of the wards are nearly all that could be desired, being g better than in many of the older voluntary hospitals. Individual boards of guardians are, indeed, deserving of the C highest praise for the courage which has led them to incur i the heavy initial expense necessary to build and furnish a hospital in accordance with modern views of what is required in construction and equipment. Such praise is all the more their due because their enlightened action has often been the grounds for an outburst of abuse and ignorant criticism by " the press. The only objection of any weight to these buildings is that, under present circumstances, they contain many chronic and incurable cases which could be treated quite as 7 well in simpler buildings. Their value in the treatment of k acute cases is, however, sufficient justification for their i erection. It would appear to be an axiomatic proposition that -, if the community is to provide for the treatment of the sick poor it should devote its money chiefly to energetic treatment of those cases in which there is reasonable prospect of restoration to health, whilst reserving for incurable cases i only such accommodation as is necessary to render their lot as comfortable as is possible. Yet the London newspapers ' covered the Hammersmith guardians with abuse for providing a modern hospital at a cost of <E350 per bed for the treatment of patients, most of whom were curable under good i conditions, whilst they chronicled without comment or with praise the fact that the Metropolitan Asylums Board had provided an asylum for imbeciles and dements, nearly all of whom were incurable, at a cost per bed approximately the same.
Unfortunately, however, all the separate infirmaries do not exhibit the same high standard of construction and equipment. In some, and especially in some of the older ones, one finds too often many sanitary defects, such as old and worn wooden floors with wide crevices between the planks, painted or distempered brick walls, the irregular surface of which it is impossible to keep free from dust, insufficient heating, ventilation, or lighting, and an absence of proper linen cupboards, of day-room accommodation for convalescent patients, and of proper bed-pan flushing sinks, &c. Some of them do not possess an operating theatre, and although in all of them all drugs and medical appliances are supplied by the guardians, often without any discussion on the simple requisition of the medical superintendent, still some are deficient in modern appliances necessary for exact diagnosis or for special forms of treatment. A table in Dr. McVail's report shows how individual infirmaries vary in this respect. In connexion with all such comparative tables it should be remembered that even in London the infirmaries vary very much in the character of the cases they contain. Some have far more senile and chronic patients and fewer surgical cases than others. For instance, in 1906 the number of deaths per 100 occupied beds varied from 20 at the City of London Infirmary to 129 at Fulham, whilst the average duration of each patient's stay was 113 days at the former infirmary and 40 .4 at the latter.
I have prepared the following table showing how many of 28 metropolitan (including West Ham) and of 7 provincial 'oor-law infirmaries possess certain appliances and arrangenents necessary for treatment and diagnosis :&mdash; It will be seen that great differences exist in the equipment of individual infirmaries, and the difference is even greater than the table indicates. In some cases, for instance, the operating theatre, the phthisical wards, and the bacterialogical laboratory are excellently arranged and equipped, whilst in others the arrangements are more primitive and less satisfactory. The most striking points about the tables are i that five of the London infirmaries still possess no operating theatre, 11 of them no open air wards for phthisis, and 12 of them no bacteriological laboratory. It is curious, too, how few have an X ray apparatus, and how few have any apparatus for electric baths, or for regulated exercises, especially when it is remembered how many cases of chronic nervous disease and chronic joint disease, capable of benefiting by such methods of treatment, are found in these infirmaries. Very few also (I have no exact figures) possess any means of giving massage, radiant heat, or hot air treatment to such cases. The reason is to be found in the fact that the London infirmaries are so understaffed, both as regards medical men and nurses, that it is difficult to carry out the ordinary ward work, and there is no staff available for these special methods of treatment. The following table shows the medical and nursing staff in most of the London infirmaries and the number of beds :-In comparison with these figures it may be noted that in the large London hospitals the average number of beds to each nurse varies from 2 -0 to 2 ' 6.
It is often urged as a justification of the small nursing staff at Poor-law infirmaries, as compared with voluntary hospitals, that the number of chronic cases in the former makes a large nursing staff unnecessary.
This argument is unsound. Bedridden and helpless senile, paralytic, and rheumatoid arthritic cases, such as occur so frequently in infirmaries and are never kept in hospitals, require much more nursing than any ordinary acute case.
Again, much of the work that is performed by the students in hospitals has to be carried out by the nurses in infirmaries. As to the inadequacy of the medical staff, the table speaks'for itself. It is obviously impossible for one man to examine and treat in accordance with modern methods 150 to 200 patients. No one familiar with the elaborate methods of diagnosis and treatment modern research has placed in the hands of medical men can doubt that this understaffing leads to the detention of patients for an unnecessary length of time and to some of them receiving inadequate treatment. This understaffing has another serious consequence in that it renders it extremely difficult for the most energetic medical officer to keep in touch with the rapid advances now taking place in medical science. Yet any failure to do so must result in serious consequences to the patients entrusted to his care. It is an extraordinary fact that notwithstanding the greatly increased range and complexity of a medical man's work to-day as compared with 30 years ago, the indoor Poor-law medical officer is actually expected to look after more patients to-day than he did then. The following table shows this' :&mdash; But understaffing is not the only evil from which the indoor medical service suffers. Like the outdoor medical service it suffers from the inadequacy of the salaries paid.
It is obvious that in the case of separate infirmaries their efficiency and their economical administration depend very much upon the medical superintendent. If the patients are not to suffer, he should be a man with wide knowledge of and experience in his profession, and with special skill as an operative surgeon, and if efficiency is to go hand in hand with economy, as should be the case, he must be a man of exceptional administrative skill. To attract such men the salaries should be such as to compare favourably with those paid to similar officers under the Metropolitan Asylums Board and the London County Council. Unfortunately, such is not the case. The salaries paid to medical men in the infirmary medical service are almost invariably considerably less. It is depressing to the whole service to find one London board of guardians appraising the value of its medical superintendent at f:.300 per annum-a salary less than that of the senior assistant medical officer at the fever hospitals of the Metropolitan Asylums Board and at the asylums of the London County Council. A pernicious system has arisen by which the medical superintendent is remunerated partly by salary and partly by extra fees, the most important of which are the fees derived from the examination of lunatics. These fees vary very greatly with the different infirmaries, so that of two medical superintendents receiving the same nominal salary, one may be receiving, by the addition of extra fees, an adequate remuneration whilst the other is greatly underpaid. The position of the senior assistant medical officer, whose post is a most important one as he takes charge of the infirmary in the absence of the medical superintendent, is even worse. His salary is inadequate, he is not allowed to marry, and his chances of promotion are extremely small and depend more upon influence and chance than anything else. The consequence is these posts are, as a rule, held by young and inexperienced men, the best of whom naturally leave the service after two or three years' tenure of office. In considering the medical staff of the Poor-law infirmaries, one thing which strikes one at once is the absence of any c specialist staff such as is possessed by the voluntary hospitals. I As a rule the medical superintendent specialises in some branch of medicine or surgery, usually being forced from r the exigencies of his position to devote himself to operative r surgery, and, not infrequently, the assistant medical officers N take up some specialty. but it is obvious that this is a very I imperfect solution of ihe problem. Some provincial boards c attempt to meet the difficulty by staffing the infirmary with I junior medical officers and appointing one or more visiting c physicians and surgeons. This system in no way meets the re-E quirements of the case and possesses many serious disadvan-( tages. Its advocates claim for it that it reproduces at the int firmary the same system of medical attendance as has proved i successful at the voluntary hospital. This is not the case. t
The visiting physician or surgeon at a hospital, in charge i usually of 35 or 40 beds, knows every one of his cases, ( diagnoses, and directs the treatment of each. In the case of a Poor-law infirmary with 1000 beds or more, and a visiting staff attending for a couple of hours on alternate days, as is ' the rule, this is a physical impossibility. The treatment of I practically all the cases is in the hands of the assistant i medical officers, who are usually recently qualified and ini experienced men, and the visiting staff can see and advise on 1 only a very small proportion of the patients. A physician or surgeon with hospital appointments and a private practice simply has not the time to give for the proper supervision of a large infirmary as well. Many other disadvantages arise i from the absence of a resident medical superintendent of age and experience with a permanent interest in the infirmary and a sense of responsibility. It has been suggested that a solution of the difficulty would be found in arranging that the voluntary hospitals should take all acute and curable cases and the Poor-law infirmaries all the chronic and incurable cases. The simplest answer to that is, that the voluntary hospitals have not enough beds to treat even the acute and curable cases which go to them at present. Their beds are always full, patients often have to wait days, and sometimes weeks, before a bed can be allotted to them, and cases which cannot wait are often sent on to the nearest Poor-law infirmary for treatment. Cases of burns, of appendicitis, of pelvic inflammation, of miscarriage, of cellulitis and erysipelas, of cut throat, of stricture, of fractured legs, pneumonia, acute bronchitis, meningitis, &c., have all been sent to my own infirmary from voluntary hospitals owing to this want of beds. In London the accommodation of the voluntary hospitals would have to be about doubled to enable them to take over the acute cases from the infirmaries. The cost of this alone would be enormous.
Necessarily, since the guardians would have to pay for their cases, it would be their duty to insist upon some share in the administrative control of the hospitals, and the medical staff would insist upon being paid for their work for the guardians. Under such circumstances the hospitals would lose their voluntary basis and become State-aided hospitals. There may be two opinions as to the desirability of such a change, but there can be hardly any doubt that the time is not yet ripe for it.
The only practical solution of the problem-and the time has arrived when a solution must be found if the Poor-law patient is to be adequately, and therefore economically, treated-involves the enlargement of the present areas of Poor-law administration. The cost of equipping and staffing the special departments necessary would be prohibitive for single boards of guardians, and the number of patients in each union would be insufficient to justify it. With enlarged areas the cost would be reduced to a minimum and the whole of the Poor-law patients could be adequately treated without the expenditure of much money on new buildings. To take London as an example of what could be done. With the unification of the parishes and unions of London it would be possible to arrange a very complete system of classification of the sick contained in the infirmaries, fever hospitals, lunatic asylums, and workhouses. Some of the workhouses and older infirmaries could be used for the treatment of the senile and infirm class and of chronic incurable cases, including quiet dements, not requiring much medical treatment or nursing. The relief given to the asylums in this way would obviate for many years the building of new ones. The better infirmaries could be used for the treatment of acute and enrable cases. Expenditure could thus be concentrated upon those who would benefit by and repay it most. -At certain of these infirmaries wards could be devoted to, and. troperly equipped for, the treatment of special diseases.
It should be a condition of the appointment that the nedical superintendents of these acute infirmaries should benen with wide general medical knowledge and experiencevho had specialised in either general medicine or surgery.
:n addition there should be a small number of specialists, tevoting their whole time to the work, and recruited, if possible, from the service, each of whom would have charge )f wards devoted to his specialty in some one or other of the tcute infirmaries. It would be possible to send appropriate ;ases to these wards from other infirmaries, and in addition. ihe services of such specialists should be available at any nfirmary for cases it might not be desirable or necessary to ransfer.
The operative work at infirmaries where the nedical superintendent was a physician could be done by one )f the surgical medical superintendents, and vicetersd. It would probably be convenient to have a general physician ind surgeon on the central body of specialists which would include also at least an ophthalmic surgeon, a surgeon for the ear, nose, and throat, a gynasoologist, a radiographer, and several dentists. In addition, whilst every Mute infirmary should have a small laboratory for clinical pathological, and bacteriological work, it would be necessary to have a central laboratory with a skilled staff for special investigations. Other directions in which the,specialisation, of institutions would be found advantageous and economical suggest themselves at once. It would be easy to adapt one or more of the infirmaries to receive measles, whoopingcough, and chicken-pox, thus ridding the other infirmaries of diseases which it is so difficult to isolate properly in them ; another might receive all maternity cases ; a third, might be utilised to receive all nervous cases; a fourth all gouty, rheumatic, and similar joint cases ; a fifth all skin cases ; and special arrangements would be made naturallyfor phthisis.
The great point is that the immense gain in efficiency which would result from this specialised treatment of different diseases could be brought about by the utilisation, of existing buildings. In many cases no structural altera-tions would be needed ; in others small adaptations would meet the whole necessities of the case. Though this system of classification and of specialism would be most easily worked in London on account of the concentration of an immense population in a small area, there would be no difficulty in arranging a similar scheme in the largeprovincial towns. In the rural districts it would bepossible to convert one or more of the existing institu-tions into acute infirmaries as might be required. In many of these areas it would not be necessary to have a specialist whole-time staff, but arrangements could be made to call in specialists as required, or, in somedistricts, to transfer the case to London or to some other large town, where a Poor-law specialist staff was available. Other advantages of this enlargement of Poor-law areaswould be that it would make for a more uniform treatment of the sick poor. Some areas would be better administered and equipped than others, but throughout each large area there would be a general uniformity of treatment, and, there can be no doubt, a general levelling-up of the worst institutions to the best in the area. There would also be a removal of the anomaly which exists now of some infirmaries and workhouses being overcrowded whilst neighbouring ones are not full.
[Dr. Parsons proceeded to discuss the question of whatbody is best suited to take over the administration of Poorlaw medical relief and advanced arguments in favour of its concentration under one committee of the county council, which should also have control of the public health and lunacy work of the county and which would coordinate the work of the medical officers of health, the district medical officers, and the infirmary medical officer. He continued :&mdash;]:
Under these conditions there will grow up in each county a large public medical service, which, if it is properly staffed, paid, and graded, with promotion occurring according to merit, and with inducements held out to its members to specialise, will attract ambitious and keen men to it.
Lastly, the clerk to the new medical committee of the county council or of the new county body should be a medical man chosen from amongst the senior men of the service. So many medical points would come before such a. committee that no one else would be competent to advise it A medical man in this position would be able to save the committee many costly mistakes. The lines, then, upon -which I think the Poor-law medical service should advance are : 1. The encouragement of the sick poor to seek medical aid at the earliest possible moment. The applicant for medical relief should be able to go straight to the Poor-law medical officer, and the necessary inquiry into his suitability for -the receipt of medical treatment at the public expense should be considered afterwards. 2. The provision of all drugs and medical and surgical appliances by the Poor-law authority.
3. The increase of the attractions of the Poor-law medical service by increasing its emoluments and by encouraging its members to specialise. 4. The improvement and specialisation of existing institutions and their staff. 5. The enlargement of the present Poor-law areas to enable these improvements to be carried out economically. 6. The coordination of the Poor-law medical service, the asylum service, and the public health service under one body.
WE published last week ali abstract of a circular letter addressed by the Secretary to the Government of India to the secretaries to the Provincial Governments covering the official report of the proceedings of the Imperial Malaria Conference held at Simla in October, 1909 . We now publish the resolutions and recommendations made by the Conference and printed at the end of the official report. 1. That the Conference is much impressed with the need of further knowledge of the following subjects and recommends that steps be -taken without delay for their systematic investigation :-1. The distribution of malaria. 2. The epidemiology and endemiology of malaria including (a) meteorological and physiographical conditions, and (b) the life-history of malaria-bearing mosquitoes. (3) The physiological and therapeutical action of quinine and other remedies for malaria.
2. A critical examination of the vital statistics of each province -should be undertaken with the object of ascertaining the different degrees of prevalence of malaria and the areas which may be regarded as typical for the purpose of further test and investigation. In this .connexion the Conference invites attention to the researches conducted by Captain Christophers in the Punjab.
3. Vital statistics are now collected by villages and are compiled by .areas such as thatzcts and tall1ks which are otten so large as to obscure the true distribution of malaria. The Conference are of opinion that local governments should provide for compilation by some smaller units, such as villages, village unions, zails, patwari's circles, &c. The ;:figures thus compiled need not be published, but should be kept on record at convenient centres. 4. The Conference considers that the existing vital statistics of provinces will throw much light on the distribution and relative prewalence of malaria if the figures for fever are corrected by the results of test inquiries in selected typical areas. Such test inquiries should be carried out in every province by a special staff under careful supervision. 5. Where investigations into the epidemiology and endemiology are undertaken, special attention should be paid to tracts in which malaria -is not endemic with the object of discovering the reasons why such localities are free from the disease. II.&mdash;AGENCY BY WHICH INVESTIGATIONS SHOULD BE MADE.
1. The Conference having learnt that the Government of India will .appoint a Central Scientific Committee to direct and coordinate investi-ga1.:0IlS, and that they will also appoint at the request of local governments s or on the recommendation of the Central Committee officers to -cany out investigations, recommends that a local organisation to work in consultation with this Central Committee be constituted in each province. The nature of such organisation should be settled by the local -govet nment, and may take the f )rm of the Sanitary Board.
2. A Conference consisting of the members of the Central Committee and a delegate from each local organisation should be held annually at such place as may be convenient for the purpose of reviewing the work -done and preparing a programme of future work.
IIL-PRACTICAL MEASURES. _ A.-Extirpation of illosq?titoes. 1. As the extirpation of the anopheles mosquito is obviously the most -complete and satisfactory solution of the malaria problem the Conference recommends that investigations be continuously carried on with -the object of ascertaining by what methods this can best be done at a cost which is not prohibitive.
2. The Conference makes the following recommendations regarding the measures for extirpation or reduction of mosquitoes which have been placed before them :-(1) Drainage : (a) In urban areas where the existing surface drains are found to be the chief breeding place of anopheles mosquitoes, a properly graded surface drainage is a most important antimalarial;measure. (bB Though in rural areas the construction of any system of masonry drains is impracticable on account of the cost, yet it is advisable to improve the surface drainage in malarious localities by removing obstructions and filling up depressions in which water stands and anopheles mosquitoes are known to breed.
(c) Both in villages and towns the lowering of a high subsoil water level when practicable is an antimalarial measure of primary importance.
The deliberations of the Conference have shown that it will not be possible to protect rural areas by any scheme of drainage which is financially practicable. but it has been found that in some highly malarious tracts the level of subsoil water has been materially lowered with great permanent benefit by drainage operations, the cost of which was not prohibitive.
Similar schemes should be investigated in each province for highly malarious localities. (d) The Conference is unable to make any general recommendation regarding the prohibition of wet cultivation in close proximity to dwelling houses, for while there is evidence of good results having been obtained by that measure in some localities, there is also clear evidence that malaria is in no way a necessary consequence of irrigating land near towns and villages. Every case of the kind requires separate investigation. When it is established that malaria in a town is due to anopheles mosquitoes breeding in wet cultivation in the immediate vicinity, such cultivation should be prohibited or restricted whenever possible. (e) In Italy some success has been attained in filling up marshes by turning rivers on to them and thus reclaiming them by successive deposits of silt, and the Conference draws attention to this method. (f) The clearance of jungle and the thinning of over-dense tree growth are desirable in all places in the neighbourhood of habitations where these conditions impede drainage and shelter mosquitoes.
(2) Oiling.-Treatment with petroleum should be restricted to small collections of water which contain the larvse of anopheles mosquitoes, and cannot be filled up or drained.
(3) Fish.-It should be ascertained by inquiry and experiment whether the breeding of anopheles mosquitoes is greatly checked by the presence of fish in tanks and other collections of water; and if this is found to be the case endeavours should be made to introduce suitable fish where their presence is likely to prove beneficial, and to afford protection to them where they exist.
B.&mdash;Q:M'?MKe Treatment and Prophylaxis. 1. The Conference adopts the conclusions of the subcommittee regarding the quantity of quinine required (i) for treatment of malaria, and (ii) as a prophylactic. (a) Quinine should be given in the form of sulphate or hydrochloride for adults ; (b) for children some palatable form, such as tannate, is recommended.
2. Generally speaking, the method of selling quinine by treatments is to be preferred to that of selling by the dose, but in order to meet the wants of the poor it is advisable that both systems should be maintained. It is suggested that the ordinary s' ze of the tablet should be one of 5 grains, which is the proper prophylactic dose for adults.
3. The agency for the sale of quinine should not be limited to postmasters, but the services of all grades of officials should be utilised; special attempts should be made to induce private vendors to engage in the business; and the educated classes should be asked to organise means of spreading a knowledge of quinine among the lower classes.
The rate of commission should be liberal. 4. In order to disseminate a knowledge of quinine as widely as possible, recourse may properly be had to moveable camps, itinerant dispensaries, leaflets, notices and advertisements, especially in the vernacular papers, and to teaching in all grades of schools.
5. The free distribution of quinine should as a rule be resorted to only in the case of severe epidemics. This rule will be open to exceptions at the option of local governments, especially in backward tracts where quinine is unknown, and in the case of school children in malarious tracts and during the malaria season for prophylactic purposes, provided that arrangements can be made to secure that the quinine is actually taken.
6. General measures of quinine prophylaxis, such as the sale of Government quinine by all available agencies and the dissemination of a knowledge of thebenetits it confers, should be carried out as widely as possible. More specialised and expensive methods, such as moveable camps and the distribution of free quinine to adults and children, should ordinarily be confined to selected areas. 7. The Conference is Informed that the maximum output of the Indian factories is limited to 100,000 pounds of sulphate of quinine, which would be sufficient to treat about 3,000,000 people ; and that the world's supply has for some years been stable at 1,000,000 pounds, or enough to treat about 30.000,000 people. These facts have an important bearing on the possibility of treating malaria by quinine. In the event of the supply from the Government factories proving insufficient, it will be necessary to purchase quinine in the open market. In any case the Conference think hydrochloride of quinine should be procured by purchase and should not at present be manufactured in the Government factories. It is de3irable that the area under cinchona should be increased.
C.-Education.
1. The local organisation in each province should frame a scheme for instructing the inhabitants of malarious tracts regarding the main facts connected with malaria.
Such instructions should be given by lectures, illustrated if possible by magic lantern slides, and by leaflets, and pamphlets in the vernacular languages. Private medical practitioners should also be invited to disseminate a correct knowledge of the subject. It is desirable that the Sanitary Department should be organised with reference not only to general sanitation, but also to the suppression of malaria.
E.-Finance.
1. Each local government should be invited to make a special allotment of funds every year for the investigation of the problems connected BBith malaria and measures of prevention.
2. The Conference lecognise that the amount of this allotment will depend upon the state of the provincial finances, but they would urge that the prevention of malaria has a strong claim upon all surpluses and increases of revenue. &Ouml;
3. Municipal councils and local boards should also be urged to set apart funds for the prevention of malaria.
